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services at CHCs compared to private physician offices. While we hypothesized that access to care would remain stable or improve with the additional funding that was available under the ACA, we recognized that CHCs may instead have decreased their acceptance of certain patient groups or increased wait times for appointments in the face of greater demand. In a recent study using data from the same 2012/2013 audit and a similar audit conducted in 2016, we found that overall new patient appointment availability has increased for patients with Medicaid and has remained stable for those with employer-sponsored insurance, while wait times for appointments slightly increased across both groups. 7 That study did not separately compare changes in appointments at CHCs with those at non-CHC physician offices. Accordingly, we examine changes at CHCs in appointment availability and wait times from 2012/2013 to 2016 and compare these data to changes for non-CHC physician offices.
| DATA AND ME THODS
We conducted an audit study of primary care access in 10 states Prior to the audit, all listed physician offices received a call to collect information on the number and type of primary care providers and confirm that the office provided primary care to workingage adults and was in network with specific Medicaid managed care organizations and private insurance carriers. CHC status was confirmed using the federal Uniform Data System (UDS), which provides a comprehensive listing of CHCs, both federally qualified health centers and "look-alikes." The audit sample did not include urgent care or retail clinics, unless they were identified in the preaudit call-through as providing comprehensive, continuous primary care. In both rounds, a probability sample of offices was drawn in proportion to the share of the county population with that insurance type. CHCs were selected through the same sampling process as non-CHCs, with an oversample of CHCs being drawn from the SK&A list in 2016.
Calls were randomized to a clinical scenario (either an annual physical or evaluation of suspected hypertension) and an insurance status. Insurance groups included uninsured, employer-sponsored insurance, and Medicaid. Callers did not initially disclose their insurance type, but if they were not explicitly asked about their insurance, they verified that it would be accepted before scheduling appointments. we first compared covariate differences between years, calculating chi-squared statistics for differences. (ie, the first differences), and the difference in differences (the change in CHCs minus the change in non-CHCs). We applied weights to ensure the sample for each county is proportional to the population with each insurance type and to give equal weight to each state. We provide 95%
confidence intervals, clustering standard errors at the county level. We use P < 0.05 as the cutoff for statistical significance. Unadjusted models are provided in the Tables S1-S3.
| RE SULTS
In 2012/2013, on average, sample CHCs had more personnel than non-CHC offices: They had an average of 4.2 physicians and 2.9
nonphysician clinicians (nurse practitioners and physician assistants), vs 2.8 and 1.2, respectively, at non-CHC offices (Table 2 ).
CHCs also served more patients per day in 2012/2013: an average of 84 vs 53 for non-CHCs. As expected given their safety net status, virtually all CHCs (98%) participated in Medicaid managed care plans vs 75% of non-CHC offices. Counties with CHCs had slightly higher uninsured rates, greater rurality, lower PCP-topopulation ratios, and lower median income. In 2012/2013, the mean Medicaid-to-Medicare fee ratio was 0.74 for our sample of CHCs and 0.67 for our sample of non-CHCs. CHCs and non-CHCs in our sample were both located in counties that experienced large, statistically significant declines in their uninsured rates during the study period.
The adjusted changes in appointment availability are shown in Table 3 . Across insurance types, appointment availability was comparable or better at CHCs than non-CHCs in both time periods.
Appointment availability for individuals with employer-sponsored insurance increased at CHCs from 80. Notes: Nonphysician clinicians include midlevel practitioners (nurse practitioners and physician assistants). PCP-to-population ratio reflects the number of active primary care physicians in the county per 100 000 residents. Median county income in 2012/2013 is adjusted for inflation to 2016 using the consumer price index. Rurality rate is the percentage of the county residents who reside in a designated rural area. The 10 audit states were Arkansas, Georgia, Iowa, Illinois, Massachusetts, Montana, New Jersey, Oregon, Pennsylvania, and Texas. Sources: Office characteristics were collected from the SK&A file (number of clinicians and daily volume) and a pre audit survey of the study offices (MCO status). County characteristics were obtained using information from the 2013 and 2017 County Health Rankings. The Medicaid-to-Medicare fee ratio is for 2012 and 2016 and was created by the Urban Institute.
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Mean days to an appointment at CHCs for callers with employer- (P = 0.933) and at non-CHCs, from 11.2 to 13.2 (P = 0.087). The difference in differences was not statistically significant. All unadjusted estimates were similar in magnitude and significance (Tables S1-S3 ).
| D ISCUSS I ON
Using an audit methodology, we compared changes in the availability of new patient primary care appointments at CHCs vs non-CHCs from 2012/2013 to 2016. Our study outcomes represent key markers of access to care at the "front end" of the delivery system. Pre-ACA appointment availability was substantially higher at CHCs than non-CHCs for Medicaid and uninsured callers, and was comparable for callers with employer-sponsored insurance. 4 We find similar patterns in 2016 and also find signifi- by providing a direct comparison between appointment availability at CHCs and other primary care practices. For callers with employer-sponsored insurance, we found that appointment availability increased at CHCs increased relative to the changes found in non-CHCs during the study period. However, callers with employer-sponsored insurance had consistently high access (>80% appointment rate) in both settings throughout the study period.
Since non-CHCs are much more common than CHCs, and generally offer good access to the privately insured, availability at CHCs may be less important to privately insured patients than to Medicaid and uninsured populations. We also found that uninsured callers who were able to pay the full price of the visit had consistently higher appointment availability at CHCs and the lower wait times of any caller group.
CHCs thus appear to be highly motivated to provide appointments to these callers, either because they provide good revenue (due to grant funding or cash payment) or because of their mission to serve the uninsured.
Our study is subject to some important limitations. Third, our study only measures aspects of the new patient experience related to the ability to schedule an appointment and does not speak to issues related to the quality of the services rendered.
Fourth, our study relies on two time periods. We therefore cannot establish whether CHCs and non-CHCs experienced similar trends in our key outcomes prior to the ACA, which would add credibility to the difference in differences estimates. Fifth, although we adjust for a variety of covariates in our regressions, we cannot rule out the possibility that sampling differences or other time-varying changes in the two time periods could influence differences in study results. 
| CON CLUS ION
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